NOTE ON GONORRHCEAL OSTEOMYELITIS* 
BY R. C. CUPLER, M.D., 

CHICAGO, ILL. 

Rohekt G., 20 years of age, a healthy, athletic young man. 
His previous history is unimportant. March 4, 1905, he consulted 
with me concerning his recently acquired acute gonorrheeal ure¬ 
thritis. March 12, his posterior urethra became infected. He 
complained of a desire to micturate every few minutes. The 
straining to pass a few' drops was accompanied with intense 
pain. Between these attacks he had sharp, lancinating pains 
through the deep urethra, extending up the rectum. He had 
painful erections without erotic incitation. Hematuria more 
frequent and of greater volume than 1 had ever seen. The right 
testicle became swollen. Constipation, headache, marked mental 
depression, loss of weight and appreciable fever were present. 
April s, his left shoulder became severely painful. During the 
following days he had slight remissions from pain, always worse 
at night. He described this nocturnal pain as that of worms 
moving in tile bone. Temperature 99 to 102, pulse 90 to too, 
both fluctuating during the progress of the affection. April 9, 
the joint was now slightly swollen and motion was not very 
painful. Dr. F. J. Ehrman saw the patient on this date. The 
diagnosis of acute gonorrhoeal arthritis was suggested. Para¬ 
centesis of the joint gave about 20 c.c. of fluid; cultures and 
smears from this showed gonococci; no other organism present. 

This procedure gave the patient no relief from the agonizing 
pain. The following day I opened the joint. It contained a few 
c.c. of fluid, the head of the humerus had a cavity with necrotic 
bone. Smears from here showed a biscuit-shaped diplococci 
in the protoplasm of the leucocyte and negative to Gram’s stain. 


To recapitulate: The patient was in his fifth week of acute 
gonorrhoeal urethritis; his swollen, congested, eroded urethral 


* Read at a meeting of tile Douglas Park Branch of tile Chicago 
Medical Society, September 3, 1906. 
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mucous membrane afforded an ideal opportunity for the en¬ 
trance of bacteria into the circulation. He had pain, directed 
to the upper end of the humerus, mainly nocturnal, boring, 
not relieved after the puncture or local treatment of the joint. 
Associated with an elevation of temperature, operation showed 
the roughened hone end of osteomyelitis. Relief followed 
only after bone curettage. Examination of the fluid and 
smeais from the bone cavity gave biscuit-shaped diplococci 
which did not take the iodine stain. Therefore, I can come 
to no other conclusion than that the patient had osteomyelitis 
with the accompanying perforation into the joint and a -sec¬ 
ondary omarthritis, and that this infection was of gonorrhoeal 
nature. I have failed to find another case reported. 

Many organisms are capable of causing ostitis. Among 
those that are infrequent in the causation are B. influenza, 
B. coli communis and one reported by Litman. This organ¬ 
ism, the B. halo septicum of Wyas, had its primary focus in a 
foetid purulent bronchitis. 

Lexter says, osteomyelitis is an embolic process. The 
emboli arc usually clumps of bacteria alone. If large they 
enter the diaphyseal artery; if small they enter and plug 
the epiphyseal and metaphyseal arteries, causing a wedge shape 
infaict. The bone marrow contains microorganisms in most 
all acute infections. 1 hey may live there for years and pro¬ 
duce no symptoms. Frankel found staphylococci in the bone 
marrow in 9 out of 13 cases of laryngeal diphtheria. Staphy¬ 
lococci is the most common secondary invader found in this 
disease. In scarlet fever streptococci were found in 9 out of 
13 cases in the bone marrow. Da Costa reports the finding 
of gonococci in bone from resection of a joint for gonorrhoeal 
arthritis. 

Burkhardt says, acute osteomyelitis with accompanied 
suppurating arthritis is nearly always fatal. Three times 
more males than females have osteomyelitis. It is more com¬ 
mon between 10 and 17 years. I believe the blood supply has 
its relation here. Sometimes pyogenic bacteria are carried 
from one end of the bone to the other without involvement 
of the intervening shaft. 
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Tliis case demonstrates that gonorrhoeal bone infection 
is of about the same in its toxic effect as gonorrhoeal infection 
is elsewhere. The common staphylococci ostitis shows more 
pronounced constitutional and toxic symptoms. Bone infec¬ 
tion should be considered in tlie diagnosis of painful gonor¬ 
rhoeal arthritis. 



